However, as Gillies et al's study shows, there is more to general practice than simply hitting QOF targets: we should always be concerned with the net effect of the framework. Quality of care is hard to conceptualise and measure in ways which capture the full range of issues that matter to patients and can be applied day-to-day. While 'hard' endpoints of care are incredibly important, follow the framework too rigidly and the consultation soon becomes an inhuman exercise in ticking boxes, devoid of thought and feeling. The QOF does not (and could never) include all medical conditions and the way they present in individual patients; nor capture the essence of the consultation, and the relationship between doctor and patient. 6 Unintended consequences from the QOF's biomedical focus were anticipated, and are in evidence.
For one, quality can be substantially worse for those with conditions outside the framework, particularly the older people with complex medical problems. In face-to-face interviews in the English Longitudinal Study of Ageing, 75% of responders reported receiving endorsed quality of care for conditions included in the QOF, compared with 58% for those not. 7 And the gap is likely to be widening. Across 18 practices, achievement against 15 indicators concerning depression and osteoarthritis increased by just one percentage point from 35% to 36% between 2003 and 2005, compared with a 16 percentage point improvement in incentivised indicators relating to asthma and hypertension. 8 More worrying, however, is the effect of the QOF on the wider patient-centred and holistic strengths of general practice. You can never perform the gold standard of randomised control trials on every kind of patient GPs meet every day of the week, so two things remain vital. First, GPs must retain the freedom to use their experience and apply an ever-expanding base of sound research findings to individual patient care, particularly those with complex comorbidities. 9 (The Department of Health, however, prefers to see exception reporting as 'unacceptable'). 10 Second, values remain vital. Without attention to ideals such as kindness, caring, good communication, honesty, and, above all, trust, the doctor-patient relationship is nothing 11 and clinical outcomes -dependent on many things that hinge on the doctor-patient relationship, including the initial recognition of patients' problems, more accurate diagnosis, and concordance with treatment advice -may well begin to flounder. 12, 13 Although inherently difficult to measure, a number of qualitative studies (and numerous anecdotes) point to the QOF having negative effects in this area. In one survey, for example, 75.9% of nurses reported feeling the framework was undermining the patient focus of the NHS.
14 The root cause of this is that the QOF has put an agenda in the clinicians' heads that is not necessarily consistent with the patients' perceptions: 'There have been one or two occasions where I went through the cholesterol, the depression, the CHD, and everything else', one GP reported, 15 15 This is unlikely to be desirable -as those taking part in Gillies et al's study well recognise. The traditional strength of general practice is precisely its conscious effort to be open-ended, inclusive, personal, and relationship-building. Whatever use the QOF has in driving clinical quality, we should forever be aware of unintended consequences and remember the wisdom of the German physician Martin H Fischer nearly 100 years ago: 'In the sick room', he said, '10 cents worth of human understanding can equal 10 dollars' worth of medical science'. 
